Purpose: This study aims to evaluate the quality of the Finnish clinical practice guideline related to schizophrenia care and how it can be utilized in psychiatric services.
Introduction
Clinical practice guidelines are systematically developed statements aiming to assist health care decisions, 1,2 enhance the quality of care, provide aid for recognizing diagnoses, and address issues relating to health, prevention, and treatment of diseases. 3 Still, assessment procedures too often only rely on physicians' opinions. 4, 5 At their best, the guidelines can support legislators, decision-makers, health care professionals, patients, and their families in making decisions related to treatment. 6, 7 Unfortunately, guidelines are often based on experts' opinions rather than systematic and methodology-based rigor development processes. 8 Other problems include unclear links between evidence and recommendations 9, 10 and low quality, which may hinder their use in daily practice. [11] [12] [13] [14] [15] [16] Stakeholders' views and editorial independence are also concerns.
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Vähäniemi et al to evaluate the methodological quality of guidelines. 20 Furthermore, the modified version of AGREE II 21 has been used for guideline development and evaluation. 9, 10, 14, 15, 17, [22] [23] [24] [25] Previous studies have used the AGREE instrument in different settings. Sinclair et al 10 used AGREE to assess whether any improvement in the quality of the guideline could be identified in various WHO guidelines. They found that the guidelines (N=20) published since 2007 have become more systematic and transparent. 10 Gaebel et al 26 evaluated the methodological quality of schizophrenia guidelines (N=5) and found that the quality of the guidelines related to schizophrenia has improved. 26 Although the assessment of the content of the guidelines has shown improvement in scope and purpose of the guidelines, 14, 15 there is still room to improve the guideline development process. Particularly in mental health settings, challenges and deficiency in implementation of guidelines have been recognized. 27, 28 There are several guideline implementation barriers in mental health care, such as that interventions may be successful in one country but inappropriate in another because of differences in roles of caregivers, other stakeholders, and the legal protections available to workers. The recommendations may also be presented in an unclear and/or ambiguous way. More barriers exist if national guidelines are not accessible via international databases, are not available in English, or do not adopt a common structure. 14 Guideline implementation barriers, especially regarding schizophrenia, can arise if patients and/or their families do not question clinicians about the basis of the care and the reasoning behind decisions, ie, clinicians are not encouraged to think about their reasoning, and the need for guidelines may therefore not be seen as acute. Moreover, there should not be an imbalance between what is recommended and what is actually done, and therefore, auditing and feedback of patient outcomes are essential for providing professionals and decision makers with information about the true impact of the practice. 16 Feedback from health care professionals is often neglected as well. 29 To ensure the implementation of guidelines in daily practice, [30] [31] [32] the quality of the guidelines should be high. 10, 23, 28, 33, 34 On the other hand, it has already been noticed that some professional groups do not use treatment guidelines. 16 We therefore conducted a study where team members from various professional backgrounds evaluated the Finnish clinical practice guideline to support treatment of persons with schizophrenia (the Current Care Schizophrenia Guideline). 35 We also evaluated how team members were able to utilize the guideline in a hypothetical case in psychiatric services.
Participants and methods Design
A descriptive quantitative study design was used to evaluate the Finnish Current Care Schizophrenia Guideline (hereafter the Schizophrenia Guideline), 35 from the perspective of its quality and utilization.
guideline
The Schizophrenia Guideline 35 was evaluated in this study. The guideline, based on national and international knowledge, excluding childhood schizophrenia, was developed in 2001 and updated in 2008, 2013, and 2015 to be used in Finland. The guideline was selected because schizophrenia is a long-term and chronic condition, 36 and is one of the costliest illnesses for patient populations. 37, 38 The guideline provides a framework for the content of treatment and service organizations taking care of patients with schizophrenia. 35, 39 The Schizophrenia Guideline includes 27 pages in Portable Document Format (PDF). The guideline consists of 22 headings and 37 sub-headings, such as target group, epidemiology, a model of illness and prognosis, prevention, risk factors, preliminary symptoms of psychosis, identification of first psychosis and its treatment, examination of the disease and diagnosis, treatment and rehabilitation, medication, psychosocial treatment methods including education, work, housing, and other variables in treatment, cooperation between organizations and mental health services, and an economic perspective. The principles for treatment at different phases of the illness are divided into four parts as follows: acute, balanced period, stable period, and prevention of relapses. References are listed at the end of the guideline. In addition, in the beginning of the guideline a summary is provided. From this summary, eight key recommendations can be identified (Outpatient care, Treatment relationship, Care plan, Medication, Psychosocial individual care, Family psychoeducation, Psychosocial rehabilitation, and Occupational rehabilitation). These eight key recommendations were utilized in the present study while analyzing the vignette responses of the participants.
settings
The data were collected from two cities in southern Finland. Both cities offered specialized psychiatric services with one inpatient psychiatric ward in one city and seven outpatient units in community services in the other city (Mental Health Act, 1116/1990, 40 Health Care Act 1326/2010, 41 
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Vähäniemi et al views of professionals. 43 The inpatient psychiatric ward and individual outpatient units were selected to focus on patients with schizophrenia or other psychotic disorders. 44 The inpatient psychiatric ward included 12 hospital beds. The majority of patients admitted to the ward had dual diagnoses with an average length of stay of about 2 weeks. In the outpatient care services, the seven units included three psychiatric units (open 8 hours/day, 5 days/week), one acute psychiatric clinic (open 12 hours/day, 7 days/week), one psychiatric mobile team visiting patients at home (open 12 hours/day, 7 days/week), and two psychiatric day hospital wards (open 8 hours/day, 5 days/week). In the outpatient units, the length of the treatment ranged between one acute visit to a 3-year rehabilitation process with several visits.
study population and recruitment
The population of the study included a team of professionals (N=67); 21 worked in the hospital ward and 46 in outpatient care units. Everyone (total sample) working in these settings were invited to participate in the study (doctors, registered nurses, practical nurses, psychologists, social workers, and assistant personnel). The recruitment was based on willingness to participate in the study. Possible participants received information about the study both orally and in written format. If willing to participate, they signed the written informed consent form. Out of the 67 possible participants, 21 staff members in the psychiatric ward and 28 in the outpatient units participated in the study (n=49, response rate 73%).
study instruments The agree ii
The AGREE II instrument 21 was used to evaluate the methodological quality of the guideline. The AGREE instrument was translated into Finnish using a double-translation process, following the instructions of the AGREE II Translation Protocol. 45, 46 The instrument was translated in Finnish by four independent researchers, and consensus for the translation was reached within a group. Then, two independent translators back-translated the instrument in English, and the back-translations were compared by the AGREE to the original document. The AGREE pointed out the terms that needed more work. These terms were rechecked and sent to the translator again in Finland, and the final approval for the translation was received from the AGREE.
The instrument includes 23 items, which are divided into six domains as follows: scope and purpose (three items), stakeholder involvement (three items), rigor of development (eight items), clarity of presentation (four items), applicability (three items), and editorial independence (two items). Participants were asked to rate each item using a seven-point scale (7 = strongly agree, 1 = strongly disagree). Out of the six domains, the highest scores indicate the highquality domain (domain score $ 70%). 47 Detailed domains and definitions of items are described in Table 1 .
The participants were also asked to evaluate whether the items were well written, if the descriptions were clear and succinct, and whether the content of each domain could easily be found in the guideline. They were further instructed to write down if they thought any information was still missing and why they may have thought this. In addition, the participants evaluated the overall quality of the guideline (7 = the highest possible quality, 1 = the lowest possible quality) and rated whether they would recommend the guideline for use in clinical practice (Yes -Yes, with modifications -No). In all items, a higher percentage score indicated a higher quality of each domain.
Vignette
A vignette framework, adopted from Zadvinskis and Grudell, 48 was used to evaluate the utilization of the Schizophrenia 
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Guideline. 35 A vignette provided the opportunity to gain valuable in-depth insight into how participants approached the guideline. 49 The participants were instructed to read the vignette about a young adult and his family members who had questions related to his treatment of schizophrenia. The respondents were then instructed to find out answers to the following questions using the guideline as a source of reference: 1) Where would the treatment take place? 2) What would the treatment include? The vignette was as follows: 
Data collection
The data were collected between May and September 2016. The data collection process included the following two parts: an evaluation of the quality of the Schizophrenia Guideline using the AGREE II instrument and utilization of the guideline by means of a vignette approach. The data were collected in seven small groups, with a total of 49 participants. Each data collection session took about 90 minutes. The length of the sessions was set according to the AGREE II instructions 21 and previous experience by Dans and Dans. 50 First, the participants received the Schizophrenia Guideline, orientated themselves with its content, and wrote answers to the vignette questions. Second, they received the AGREE II instrument 21 to evaluate the guideline. 10 Third, to improve the standardization of the data collection and ensure that all participants had an adequate understanding of the instrument contents, 24 ,51 the researcher summarized aloud the content of each of the domains and items and instructed the response procedure. Finally, the participants filled in the AGREE II instrument independently, without discussing with other participants. 24 
ethics statement
The study procedure was approved by the ethics committee of the Hospital District of Southwest Finland (ETMK: 9/1801/2016). The permission to conduct the study was obtained from the involved health care service organizations (decision dates: April 4, 2016:49 and June 16, 2016). The written informed consent form was signed by every participant.
analysis
The quality score of each domain (eg, scope and purpose and stakeholder involvement) of the AGREE II instrument was calculated by summing all the scores of the individual items and by scaling the total score as a percentage. To standardize each domain, the percentage score was calculated as follows: (obtained score − minimum possible score)/(maximum possible score − minimum possible score) × 100; the higher score suggested the higher quality of each domain, 100% being the maximum. 21 Descriptive and statistical data (%, mean, minimum, maximum) were analyzed using IBM SPSS Statistics version 24 for Windows (© Copyright IBM Corporation 1994, 2016). The results were reported using The AGREE Reporting Checklist and percentage of each domain. 52, 53 In the analysis of the utilization of the vignette, two researchers (VP and TL) independently rated whether the eight key recommendations (Outpatient care, Treatment relationship, Care plan, Medication, Psychosocial individual care, Family psychoeducation, Psychosocial rehabilitation, and Occupational rehabilitation) of the Schizophrenia Guideline (Table 2) were deductively found in the respondents' answers. In this task, a modified method of Münzberg et al 54 was used. If the participants indicated that Kalle's treatment was in line with the eight key recommendations, the rating value was 1 (yes = 1); if not, the value was 0. The participants' "yes" answers were then added together for a score (range 0-8); the higher the score, the better the respondents' answers represented the content of the guideline.
The results were then recategorized. 54 If all eight key recommendations were recognized in a respondent's written answers, it was categorized as "In agreement". If five to seven key recommendations were detected in the written text, the result was categorized as "Minor variations". Furthermore, if one to four key recommendations were found, the result was rated as "Major variations". Finally, if none of the key recommendations were found in a respondent's answers, the result was evaluated as "no statement". After that, the participants' end results (in agreement-minor variation-major variationno statement) were totaled and a conformity percentage was calculated. This was done to see, for example, how many participants reached full "in agreement" in their answers. Moreover, for each individual key recommendation, it was aggregated how many of the participants had written down that particular recommendation out of the eight.
Results
characteristics of the respondents
A total of 49 respondents described the quality of the Current Care Guideline for Schizophrenia. Respondents were from two cities (21 and 28 respondents). Their professions were as follows: doctors (n=2), registered nurses (n=39), practical nurses (n=2), a psychologist (n=1), a social worker (n=1), assistant personnel (n=2), and not known (n=2).
Quality of the guideline based on agree ii
Most of the respondents agreed (77%) that the overall objectives of the guideline, relating to health questions and the target population, were found in the guideline. On the contrary, it was unclear whether the founding body and competing interests were clearly indicated in the guideline (42%) ( Table 3) . Abbreviation: agree ii, appraisal of guidelines for research and evaluation ii.
The overall mean score evaluation for the quality of the Schizophrenia Guideline was 73% (out of a maximum of 100%). The mean score in item overall quality was five (out of seven), the minimum was three and the maximum was seven, according to the responses of 45 appraisers. Use of the guideline would be recommended by 57% of the participants (n=28). Over one-third of the participants (n=17, 37%) would recommend guideline use with modification. The recommended modifications were, for example, clarification of presentation to patients and families, such as clearer summaries, tables, and materials.
guideline utilization by means of a vignette approach
Participants produced answers to the vignette questions about the treatment of schizophrenia according to the Finnish Current Care Schizophrenia Guideline. The answers were recategorized to the eight key recommendations of the guideline. Most of the answers lacked a few or more recommendations: 80% of the end results had either "minor" or "major" variations. Overall, an 18% conformity rate was established between the guideline's key recommendations and the participants' answers, ie, nine out of the 49 respondents reached the end result "in agreement" ( Table 4) .
The most commonly mentioned key recommendation was "antipsychotic medication" (n=41, 84%), followed by "psychosocial rehabilitation" (n=40, 82%) and "outpatient Table 4 The results after recategorizing the vignette answers
End result
Total (n=49) % in agreement (n) 9 18 Minor variation (n) 19 39 Major variation (n) 20 41 No statement (n) 1 2
Notes: a number of recommendations recognized. 61 (61) 3. care plan 28 (57) 21 (43) 4. Medication 41 (84) 8 (16) 5. Psychosocial individual care 23 (47) 26 (53) 6. Family psychoeducation 36 (73) 13 (27) 7. Psychosocial rehabilitation 40 (82) 9 (18) 8. Occupational rehabilitation 19 (39) 30 (61) care" (n=39, 80%). The least mentioned key recommendations were "long-term, trustful treatment relationship" (n=19, 39%) and "occupational rehabilitation and supported employment" (n=19, 39%) ( Table 5 ).
Discussion
In this study, we assessed the quality of guideline for schizophrenia using AGREE II. We found that, out of the six domains, the overall objective of the guideline, health questions, and target population (domain "scope and purpose") received the highest quality scores. These results were similar to those of previous investigations. 23, 24 Based on a previous study, the domain "rigor of development", including methodology for searching and selecting evidence, increased the validity of the guideline. 23 In this study, the mean score of "rigor of development" was 56%, which shows that the description of methodology was comprehensive. The overall evaluation of the quality was also quite high (73%). Over half (57%) of the participants reported that they would recommend the guideline, and over one-third (37%) answered that they would recommend it with modifications. As in previous studies, the domain "clarity of presentation" received a high score, which supports the notion that the recommendations are clear and easy to identify. 10, 15, 17 Our result is promising, as unclear methodology and content may form a barrier, preventing a guideline from being utilized in practice. 26, 55 We can therefore assume that this guideline for schizophrenia is easy to implement.
On the other hand, "applicability" of the guideline was assessed relatively poorly. In this context, "applicability" referred to facilitators and barriers to application, advice or tool, resources for implementation, and monitoring and/or auditing criteria. Based on previous studies, the barriers for implementation of guidelines may be organizational barriers, 12 a lack of knowledge or motivation among staff members to use guidelines, negative attitudes or disagreement among staff or service users toward a guideline, or concern about financial motives behind guideline recommendations. 6, 12, 56 Also, the lack of trust of the sources or researchers behind the studies may be a barrier for implementing the guideline. 57 Nurses have also claimed that they do not have enough time or resources to follow the guidelines. 58 Our finding is important because facilitators and barriers to guideline application are important elements when guidelines are implemented into clinical practice. 23, 24, 50 To facilitate guideline application, health care professionals and other experts should actively participate in the guideline development. 19, 58 The guideline development process for the Finnish clinical practice guideline for schizophrenia did not include nurses or multidisciplinary teams. Representatives of patients and their families were also missing in the guideline development process, which was reflected by a low score in "stakeholder involvement", as in the previous study by Jin et al. 24 Indeed, in this study, guideline utilization in the vignette exercise revealed that most of the participants were unable to find some of the eight key guideline recommendations. This may indicate that participants were not familiar with the guideline beforehand, although, as professionals working with patients with schizophrenia, they should have been. Furthermore, we may wonder how this exercise reflects clinical reality. If the professionals in psychiatric practice do not recognize the importance of, eg, psychosocial interventions in the care of patients with schizophrenia, there is an urgent need to assure care quality and provision.
Good results for the implementation of the clinical guidelines have been described when implementation approach has been comprehensive at different levels. 11, 59, 60 Positive outcomes have also been achieved when health professional teams have been closely connected with the facilitators of the implementation process, 12 the specific development framework for implementation, 28 or multifaceted interventions, 32 as well as when there has been effective leadership. 61 Any staff expected to put the guideline into practice should be fully aware of the content of the guideline, especially doctors. 62 Several strategies have been proposed to promote guideline implementation, such as using a practical checklist with interventions linked to a specific care sequence, providing teaching sessions, and sharing successful implementation strategies. 6, 63 Moreover, guideline implementation has been promoted with the introduction of a system consultant approach, 64 to accelerate the rate at which a guideline is put into practice, a training protocol, 65 to improve the efficiency of guideline implementation, and the Study of Practices Enabling Implementation and Adaptation in the Safety Net, 66 and to 
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Vähäniemi et al compare implementation strategies that have been introduced. In addition to these, summary documents or quick reference guides are also needed. In this guideline for schizophrenia, facilitators and barriers to its application as well as its implementation were described as poor. However, additional online material is available to support the education about diagnosis settings and regarding treatment and rehabilitation. 35 
strengths and limitations
The participants were staff members working in psychiatric services, which gave them a starting point to assess the guideline based on their own experiences. Their work with patients suffering from schizophrenia certainly provided them with insight for the evaluation task. The number of evaluators in our study was less but still more than those of previous studies, 9, 14, 15, 21, 24, 50 which is a quality of this study that supports the representativeness of the results in daily practice. Having two study sites, the hospital ward and the outpatient units, also allowed for a wider evaluation approach for the study. 28 Still, generalization of the findings is difficult. The validity of evaluation depends on the raters. In this study, nurses formed the most central group. This reflects the reality of clinical practice, where nurses spend most of the time in direct patient care, compared to other professional groups, eg, medical doctors. 67, 68 Furthermore, work in mental health care is typically done by multiprofessional teams, and guidelines are implemented as teams. 12 In a systematic review by Bekkering et al, 9 a large variation existed among professionals at whom the guidelines were targeted. Therefore, we consider the composition of our sample to be justifiable.
The study has some limitations that should be noted. The evaluators commented that the time given to find out significant facts for the vignette 49 and answer all 23 items of the AGREE II instrument was very less. The time allotted for the evaluation of the guideline using the AGREE II instrument was based on previous recommendations. 21, 50 According to the AGREE II Instrument, the information in the guideline should be found easily, and therefore a lack of the appropriate amount of time to evaluate the guideline may tell us that the guideline is too complicated and not easy to use. Grimmer et al 69 found AGREE II to be complex, compared with a rapid instrument International Centre for Allied Health Evidence (iCAHE), when evaluating clinical practice guidelines. We may therefore question if we have indeed used the best tool for the guideline evaluation. In addition, we used paper format (PDF) only. In the instructions of AGREE II, it is stated that evaluators should first carefully familiarize themselves with all the additional materials, including any public websites available. 21 In our evaluation process, access to websites was not available, and therefore, the evaluators did not benefit from all available materials. For example, in the Schizophrenia Guideline, in addition to the 352 references in the PDF format, the available list of review references includes 63 online references. A lack of access to these references may have decreased the capacity to answer all the questions. On the other hand, if online access would have been available, the evaluators may not have had time to read all the resources in the given time period. In turn, the AGREE II instrument is based on the fact that the item contents should be easy to find in the guideline. 21 Additionally in our study, the guideline evaluation was conducted by groups including only professionals, which is a limitation of our study. Including user groups (service users and their families) would have brought depth to the evaluation of the guideline. This, however, reflects to some extent the situation in Finnish psychiatric care; user involvement, eg, in service development, might not be a standard practice, and especially in inpatient care, professionals may have a negative attitude toward developing services in cooperation with patients. 70 Finally, we used only one vignette in our study to evaluate utilization of the guideline. Using multiple vignettes may have made it possible to obtain a more comprehensive evaluation. However, a single-vignette approach combined with the AGREE appraisal exercise has been used previously by other researchers as well, 48 and we may argue that using a short single vignette reflects clinical reality, where clinicians may have limited information about a patient's situation when giving advice, eg, to families. On the other hand, according to a systematic study about vignettes, 71 respondents are unable to integrate and process large information quantities that are provided simultaneously, or they may lose attention when sifting through too many vignettes. In addition, we only analyzed the key recommendations of the guideline; thus, it was achievable for the raters to detect all of them while utilizing the guideline with the vignette.
Conclusion
Overall, the quality of the Schizophrenia Guideline, evaluated based on the AGREE II instrument, was generally high. Moreover, the utilization of the guideline seems to be good, and it was recommended by over 90% with some modifications. On the other hand, not all staff members were able to find all the key recommendations presented in the guideline. Still, on the whole, the Schizophrenia Guideline was evaluated to be an appropriate tool for use in clinical practice. Therefore, its use can be recommended in future schizophrenia treatment development. This study provides insight into the quality and utilization of the Finnish Current Care Schizophrenia Guideline. The guideline was evaluated to be an appropriate tool for clinical practice according to the team members from various professional backgrounds in the following two care settings: a psychiatric ward and outpatient units. By emphasizing the weaker aspects of the guideline, such as stakeholder involvement, its quality could be improved upon and then become implemented more into daily practice. We hope this study is found to be valuable to professionals working in psychiatry and all the other health care settings, regarding how guidelines and the transparency of their content can be evaluated. Fundamentally, the ability of patients to receive care based on best practices should be the goal of the health care sector. Therefore, it is each health care professional's duty to be familiar with and use the relevant guidelines in his/her practice. Our results reveal that this standard may not be being met. Professionals' competence and knowledge levels about using clinical practice guidelines merit more attention.
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